Background The way people who experience mental illness are perceived by health care professionals, which often includes stigmatising attitudes, can have a significant impact on treatment outcomes and on their quality of life. Objective To determine whether stigma towards people with mental illness varied for undergraduate nursing students who attended a non-traditional clinical placement called Recovery Camp compared to students who attended a 'typical' mental health clinical placement. Design Quasi-experimental. Participants Seventy-nine third-year nursing students were surveyed; n = 40 attended Recovery Camp (intervention), n = 39 (comparison group) attended a 'typical' mental health clinical placement. Methods All students completed the Social Distance Scale (SDS) pre-and post-placement and at three-month follow-up. Data analysis consisted of a one-way repeated measures analysis of variance (ANOVA) exploring parameter estimates between group scores across three time points. Two secondary repeated measures ANOVAs were performed to demonstrate the differences in SDS scores for each group across time. Pairwise comparisons demonstrated the differences between time intervals. Results A statistically significant difference in ratings of stigma between the intervention group and the comparison group existed. Parameter estimates revealed that stigma ratings for the intervention group were significantly reduced post-placement and remained consistently low at three-month follow-up. There was no significant difference in ratings of stigma for the comparison group over time. Conclusions Students who attended Recovery Camp reported significant decreases in stigma towards people with a mental illness over time, compared to the typical placement group. Findings suggest that a therapeutic recreation based clinical placement was more successful in reducing stigma regarding mental illness in undergraduate nursing students compared to those who attended typical mental health clinical placements.
Introduction
It is well known that stigma has detrimental effects on the wellbeing of people with mental health issues. A substantial amount of research has been dedicated to demonstrating the effects of stigma. Such research has examined the impact of internalised stigma on people with a lived experience of mental illness (Boyd et al., 2014; Drapalski et al., 2013 ) the effect of stigma on the quality of care provided by health care professionals (Henderson et al., 2014) , and strategies used in attempting to reduce stigma (Corrigan & Gelb, 2006; Griffiths et al., 2014) .
Undergraduate nursing students engage in education about stigma, which includes the impact upon consumers, the impact on their efficacy in the work place, and how to avoid negative prejudices and discrimination against those under their care. It is important that students understand the impact of stigma to ensure that they can provide the highest possible health care for consumers (Hunter et al., 2015) .
As part of their program of study, nursing students across the globe participate in mandatory clinical placements, which are an integral component of their learning and are thought to have an impact on attitudes toward mental illness (Chadwick & Porter, 2014) .
Stigma
A wealth of research has demonstrated the debilitating effects of stigma towards people with a mental illness Mestdagh & Hansen, 2013) . Due to the plethora of descriptions as to what constitutes stigma provided by research, its application across different contexts, and the magnitude in which it impacts society and those with lived experience, it is often difficult to attain a single definition or theoretical approach (Phelan et al., 2014) . Like a stereotype, it is a negative perception toward a person or population based on unjust beliefs, commonly due to a lack of knowledge. The lack of power experienced by the individual remains a perpetuating factor in the level of social distance placed between them and society (Johnson, et al., 2014) .
Discourse about stigma for people with a mental illness is longstanding. Corrigan (1998) explored the impact of stigma on people suffering from severe mental illness. He found that people who openly live with mental illness lack the ability to live independently, struggle to become employed and are unable to establish a basic income. Furthermore, he suggested they experience difficulties in relationships and have a poorer quality of life. These impacts, as well as social isolation, financial difficulties and secure housing, are perpetuating factors that make seeking help difficult for people with a mental illness. This creates a spiral effect, disabling people from receiving appropriate help from health care providers.
These consequences, in addition to the lack of continuity of care (Adair et al., 2005) and poor quality medical care (Miller et al., 2003) for this group of people present obstacles, which inhibit consumers' ability to improve their wellbeing and recovery. Stigma is learned, and concomitantly can be unlearned. It is often the result of misinterpreted information, which leads people to negatively perceive those living with mental illness . Such negative perceptions commonly illicit pessimistic expectations and discrimination, and represent a fundamental social injustice (Murman et al., 2014) .
People with mental illness experience stigma because they are perceived as being different (Link & Phelan, 2006) . Misconceptions regarding the differential characteristics associated with mental illness, such as being violent, dangerous, or unpredictable, influence the level of interaction society has with people living with mental illness. Discovering methodological ways to reduce stigma has been a specific goal for mental health research in the last decade (Cook et al., 2014) . Studies have found that there are several strategies that influence the level of stigma one feels towards mental illness; two of which are knowledge (Michaels et al., 2014) and contact (Ashe, 2015; Rosenberg, 2014) .
Stigma and Education
One strategy to overcome stigma is education. Education involves teaching the general public about mental illness, including possible causes, symptoms, and effects on the person experiencing the illness (Couture & Penn, 2003) . Schools and universities do this through course curriculum in an attempt to familiarise students with mental illness before setting out into the workplace. Understanding mental illness is a necessary step in breaking negative misconceptions about consumers, namely that they pose a threat to society and therefore should be discriminated against.
Studies have shown that interventions that provide knowledge about mental illness or contact with a person with mental illness are more efficacious in reducing stigma (Thornicroft et al., 2015) . Familiarisation, or promoting contact with people who experience mental illness, is a strategy that can break down the negative stereotypes that construct the stigma initially. As a result, people exposed to this type of familiarisation may be less likely to distance themselves from a person with lived experience. By placing a person in direct contact with someone who has a mental illness, stigma can be reduced through combining new information and challenging negative beliefs (Ashe, 2015; Byrne et al., 2013) .
It has been theorised that decreases in stigma are the result of a decrease in perceived danger regarding people living with mental illness. Angermeyer et al. (2004) demonstrated, using community college students, that people who were familiar with mental illness, for instance, people who were in close proximity to someone living with a mental illness, were less likely to perceive them as dangerous. This familiarity resulted in a diminished desire for social distance. The most effective familiarisation techniques were based on an equal balance of status and power, such as team building exercises where people are required to work together. Working together provides people with an opportunity to observe the inconsistencies that exist between the negative stereotypes they hold with regard to a particular group and the positive interaction that occurred when collaborating with the person living with a mental illness. People who know someone (family member, friend, co-worker) who has a lived experience of mental illness also report a reduced desire for social distance, and less perceived danger of a person who is mentally unwell (Angermeyer et al., 2004) .
Such strategies can be utilised to decrease stigma, which is particularly important for future health professionals, such as the cohort presented in this paper.
Health Care Professionals and Stigma
The way people with mental illness are conceptualised by health care professionals can have a significant impact on treatment outcomes and on their quality of life (Bennetts et al., 2013; Stuber et al., 2014) , the consequences of which are significant for consumers. A study by Nordt et al. (2006) explored the attitudes of mental health professionals toward people living with severe mental illness. Survey analysis showed that psychiatrists had more negative stereotypes regarding people with schizophrenia compared to the general population. Furthermore, the authors found no significant difference between desire for social distance between health care professionals and the general public. Nordt et al. (2006) concluded that health care professionals required significantly more comprehension and knowledge of mental health issues to ensure that high levels of support could be provided to people with mental illness. Such increased knowledge was thought to also positively change attitudes that were stigmatising.
As previously discussed, strategies thought to positively address stigma that are also pertinent for health care professionals are education and familiarisation. Most health care professionals are required to apply theoretical knowledge within the clinical setting when they engage in work integrated learning, also known as clinical placement. Al-Sagarat et al.
(2015) assert that clinical placements are an important component of the nursing curriculum and can have an influence on attitude (Chadwick & Porter, 2014; Happell et al., 2015) .
The Current Study
The aim of this quasi-experimental research was to determine whether a five-day nontraditional, TR-based mental health (MH) clinical placement affected nursing student's stigma surrounding mental illness, compared to nursing students attending a 'traditional' MH placement. Traditional MH clinical placements typically occur in hospital-based or service driven settings, where consumers are often at their most symptomatic and unwell. Therefore, this paper seeks to address the following questions: 1) Does a TR MH clinical placement reduce stigma towards mental illness in undergraduate nursing students?
2) Does the type of clinical placement impact on the level of reduction in stigma?
3) What are the benefits of TR clinical placements for nursing students with regard to stigma towards mental illness?
Methods
This study is a quasi-experimental design. It examines two student cohorts: intervention (attending Recovery Camp) and comparison (not attending Recovery Camp).
Measures were taken of both cohorts at three time intervals: pre-intervention, postintervention, and again at 3 months follow-up. Ethics approval was sought from, and approved by, the relevant human research ethics committee prior to the project commencing.
Prior to completing surveys, students provided written informed consent. Confidentiality was maintained by assigning each participant a code. Data was stored in a locked filing cabinet in a locked office at a tertiary institution.
Participants
Student participants were given the opportunity to express an interest in attending either Recovery Camp (intervention group) or a traditional MH clinical placement (comparison group) as part of their course requirements. Due to a limited number of places, researchers allocated students to a group after considering initial expressions of interest.
Participants were not randomly assigned to either group. Those who applied for Recovery Camp and expressed suitable reasoning for wanting to attend, were invited to do so. Students were in their third year of undergraduate nursing studies at a tertiary institution.
Procedure
After informed consent was provided, students at Recovery Camp and also the comparison sites (traditional MH clinical placements) completed the Social Distance Scale and a demographic information survey on three occasions. These were: within the week prior to placement, directly after placement (within one week of completion) and at three-month follow up. Participants for Recovery Camp were recruited through an email distributed to all third year nursing students. Participants for the comparison group were recruited through the distribution of flyers. A Research Officer -unaffiliated with the Nursing studentsconducted recruitment. Students were contacted by phone or email for follow-up. (Broadbent et al., 2014) . Immersion within the practice setting is a crucial aspect of nurse education (Vinales, 2015) and one would hope that clinical placements, such as those in a mental health setting, would be one way of reducing stigma.
Clinical Placements for Undergraduate Nursing Students
Reducing stigma in health care workers is critical not only to their professional development but also to the quality of care they provide. Clinical placements are a chance to learn more about particular populations and, theoretically, break down discriminatory ideology about particular groups of health service users, including people who have a mental
illness. Yet, variations may exist regarding the quality of clinical placements as an opportunity to reduce stigma. If such an assertion is correct, it is vital that clinical placements are reviewed to ensure that students are receiving the best placement options available for optimal learning and professional development.
Non-traditional Clinical Placements
Mental health clinical placements are increasingly more difficult to obtain. Given the challenges of placing students in traditional practice settings, like acute in-patient units, nontraditional placements are increasingly being considered. An example of this is Recovery Camp, based on the principles of therapeutic recreation (TR). Recovery Camp enables students to develop skills, confidence and competence in a non-clinical environment through a process of immersive familiarisation and education.
Recovery Camp
Recovery Camp is a five-day immersive, experiential mental health clinical learning program that occurs annually. Twenty undergraduate nursing students and 30 consumers living with severe and enduring mental illness are invited to attend. Recovery Camp provides an opportunity outside of the 'typical' inpatient, hospital / clinical setting. It aims to promote positive mental health nursing practice by facilitating building and maintaining therapeutic relationships through close collaboration with people who have a mental illness. This Australian 'bush camp setting' ensures familiarisation and close contact as a result of sharing meals and accommodation, working together as teams to collaboratively solve problems, bush dancing, winning (or not) at trivia, and participating in challenging activities like a 20m flying fox (otherwise known as a zipline). Students 'learn' that mental illness is episodic and that consumers are more than their illness; they do this in the context of daily-lived experience. Importantly, it is made clear that everyone at camp is of equal status -that is, students have no more power (status) than consumers -as can be the case in traditional clinical settings. The research reported in this paper explores the impact of this clinical placement on undergraduate nursing students by examining its efficacy as a strategy to reduce stigma in comparison to students who attended a traditional clinical placement.
Social Distance Scale
The Social Distance Scale (SDS) (Link et al., 1987) was used to measure mental health stigmatisation among undergraduate nursing students. The SDS is a measure of the degree to which one desires to distance themselves from people with a mental illness. The scale contains seven statements; each statement is rated on a scale from 1 (certainly yes) to 5 (definitely no). Higher scores indicate a greater desire to distance oneself from someone with a mental illness. Social distance scales generally show good to excellent internal-consistency reliability (r = .75 to .90+) and acceptable construct validity (Link et al., 2004) .
Data Analysis
Data analysis was completed using SPSS (Version 21, SPSS Inc,. Chicago, IL, USA).
Results
A one-way analysis of variance (ANOVA) (using the general linear model) was performed to investigate the impact that the type of clinical placement had on reducing stigma toward people with a mental illness by the students. The ANOVA (using the general linear model) indicated that SDS scores differed between the intervention and comparison groups, F (1, 77) = 26. 33, p < .001. Parameter estimates indicated differences between groups pre-placement, post-placement, and at three-month follow up. Figure 1 shows the mean scores for the intervention and comparison group at each data collection point.
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Discussion
This study was conducted to determine whether a five-day therapeutic recreation (TR) based non-traditional mental health (MH) clinical placement affected nursing student's stigma surrounding mental illness, compared to students attending a 'typical' MH placement.
Researchers sought to explore whether each clinical placement reduced stigma, and whether the type of clinical placement influenced variation in reported social distance for nursing students. Two groups of students participated in this study. One group attended a five-day Recovery Camp (RC; intervention group), while the other group attended a 'typical' mental health clinical placement (comparison group). Both groups completed the same social distance measure pre-placement, post-placement and at three-month follow up.
The Effect of Clinical Placement Type on Stigma
Analyses revealed that there was a significant difference in Social Distance Scale (SDS) scores between the intervention and comparison groups. Post hoc analyses showed that the intervention group reported a significantly lower level of stigma at all three time intervals.
Importantly, the variance between groups increased significantly during the post-placement time interval. This suggests that not only were there qualitative differences between placement types, specifically, Recovery Camp was more successful in reducing stigma over a short and a long-term period compared to a typical MH clinical placement.
There was a significant effect of time for stigma scores for the intervention group.
SDS scores decreased significantly between pre-placement and post-placement, which is indicative of an immediate positive effect of the intervention. This indicates that Recovery
Camp was effective in reducing stigma toward consumers by undergraduate nursing students.
Furthermore, no significant differences in SDS scores between post-placement and the threemonth follow up were found, indicating that Recovery Camp was effective enough to produce lasting results on student's perspectives toward people with a mental illness. It can be concluded that Recovery Camp appeared to have lowered stigmatisation towards people with a lived experience of mental illness.
The fact that there was no difference in SDS scores for the comparison group is troubling. As outlined earlier in this paper, stigmatisation is a significant issue among health care workers -particularly as it affects the quality of care they provide (Bennetts et al., 2013; Stuber et al., 2014) . Stigma toward people who live with a mental illness is detrimental to their wellbeing and their recovery. Ensuring nurses are fully cognisant of the consequences of stigma on a person's physical and emotional wellbeing, and providing opportunities so that attitudes can be recognised and unlearned are important. Appropriate clinical placements, which facilitate a reduction in stigmatising attitudes, are essential to positive professional development. Findings from this study underscore the notion that traditional MH clinical placements may not be conducive to the lessening of stigma among health care workers.
Non-traditional clinical placements, such as Recovery Camp, which enable, among other factors, students to become familiar with consumers when they are not at their most distressed, seem to be a potential solution to this. Students witness and appreciate the person, and not the illness.
This study looked at stigmatisation towards people with a mental illness across two groups: those who attended a typical MH clinical placement and those who participated in a TR-based clinical placement. Between groups, the consumers' stage of recovery at each differed significantly. Consumers who participated in Recovery Camp were all living in the community and were not hospitalised at the time they attended, though were still displaying significant negative and positive symptomology. Consumers within the typical placement settings were, by definition, suffering more significant effects of their illness. The two placements also differed in terms of the nurses who facilitated the students' learning. Staff who preceptor students have a significant influence on whether a student has a positive experience on a placement, or not (Walker et al., 2012) . The distinction between groups may account for the type of clinical experience had by nursing students -specifically, variance in stigma pre-and post-placement. Further studies are recommended to explore these factors.
Limitations
Participants were not randomly allocated to the Recovery Camp (intervention) or comparison group. As such, demographics and other variables were not controlled, calling into question the internal validity of the present research. Further, it ought to be cautioned that the present study focused on a small subset of nursing students from one university in Australia. The findings may not be generalisable to students from other institutions and regions. In addition, the current study did not explore participants' personal experience of, or familiarity with, mental illness prior to attendance at Recovery Camp. Future research should consider this as a potential confounding variable.
Future Research and Recommendations
This study explored the influence of a TR-based clinical placement on nursing student stigmatisation towards consumers. It is possible that certain aspects of Recovery Camp were more influential in decreasing stigma than others. Furthermore, there may have been a number of components within Recovery Camp that were absent from typical placements that may have contributed to the significant differences in stigma between students. Future research should further explore the factors that are critical in influencing stigma reduction within Recovery Camp, and work towards implementing those factors within university teaching or hospital settings in order to achieve similar reductions in stigma towards people with a mental illness. This may be achieved through qualitative methods of data collection.
Conclusion
Recovery Camp appears to be an effective mode of reducing mental health stigmatisation for undergraduate nursing students. As a result of this immersive contact and familiarisation, students experienced a decreased desire for distance between themselves and people with a mental illness. Surprisingly, there was no variance in social distance scores for students who attended typical MH clinical placements. These findings give weight to the notion that change must be implemented to ensure nursing students receive the best possible education and clinical practice before entering the workforce to maximise the support and quality of care provided to consumers. This change should include immersion with people who live with a mental illness, outside a 'traditional' hospital setting, where therapeutic relationships can be built and maintained effectively. Education and clinical practice that emphasises recovery-oriented, strengths-based care is essential.
